Your Logo Here!
Clinic Address Here
· LETTER OF MEDICAL NECESSITY- compression garments
Patient Name:      


DOB:      
Address:      





Phone:      
Diagnosis:  FORMDROPDOWN 

Location:  FORMDROPDOWN 

To Whom It May Concern:
I am writing to request authorization for patient's name, DOB      ,  to receive compression therapy for the diagnosis of lymphedema. Lymphedema is chronic swelling which requires skilled therapy, including compression therapy applications, for treatment and management.  

This patient requires (specific garment request with HCPCS code-attach picture if available) to manage his/her chronic swelling and to decrease risk of progression of lymphedema and related symptoms.  

This compression therapy application is reasonably expected to manage current lymphedema symptoms and may prevent the onset of progressing lymphedema or infections. I anticipate that it will improve this patient’s functional mobility, reduce acute exacerbations of lymphedema and decrease difficulty with activities of daily living.  

Evidence-based research proves that daily and/or nightly compression therapy is a necessary and appropriate course of treatment for lymphedema and can assist with managing symptoms.  

Length of Need: Lifetime secondary to chronic condition of lymphedema.         requires 2 of each garment yearly, one lasting approximately 4-6 months, to maintain volume reductions and prevent frequent need for complete decongestive therapies. 

*** Please note that lymphedema greatly predisposes patients to recurrent cellulitis which frequently results in inpatient acute hospitalizations and a significant increase in cost.  
If you need further information, please contact me at your convenience.   Thank you. 
Sincerely,

Therapist Name
Lymphedema Specialist
Phone Number
Clinic Contact Information

Address & Phone Numbers

